Objectives: To assess variation in knowledge and information provided by healthcare professionals (HCP) where initial early ultrasound demonstrates an intrauterine pregnancy of uncertain viability (IPUV). Methods: Qualitative and quantitative analysis using a semi-structured questionnaire in an early pregnancy unit. Multidisciplinary team members who regularly perform early pregnancy ultrasound completed the questionnaire anonymously. Simulated ultrasound scenarios were 1) empty sac <25mm diameter, 2) sac and visible yolk sac but no embryo, 3) embryo <7mm but no heartbeat. Results: 20 HCP participated, all correctly identifying that a diagnosis could not be defined in the 3 scenarios. Most common reported explanations of IPUV to women were 'too early to tell' and 'pregnancy in the right place'. Although many HCP said they would counsel a woman about possible outcomes, offering both potentially positive or negative feedback, explanations varied. When asked about the likelihood of the pregnancy being viable beyond 12/40, estimates were 10-80% (median 50%) with 25% HCP being 'unsure'. Only 18% HCP said they would convey their estimated prediction to the woman. Follow up (FU) scans were reported to be recommended at varying intervals (range 7-14d) and 71% HCP did not use a single standard interval. Often reasons for variation in FU interval were rational (presence of haematoma, HCP subjective belief of miscarriage, IVF pregnancy) but not evidence based. 75% HCP believe offering a personalised prediction of likely ongoing viability would be helpful. Conclusions: Inter-professional variance exists in knowledge of prognosis and information provided with the potential for inconsistent and conflicting information and FU. A woman's experience could be influenced positively or negatively by the specific HCP she sees at initial ultrasound. The results support a need for more objective prognostic information in early pregnancy where uncertainty and waiting times are inevitable.
Objectives: Pregnancy of unknown location (PUL) is a transitional state which requires further narrowing. The outcomes of PUL vary depending on population. We present data from an academic US North Eastern urban health centre regarding outcomes in patients with PUL.
Methods: A non-interventional prospective observational study. All patients evaluated for PUL between January 2017 and December 2017 had medical records reviewed for demographic, clinical information and approach to management. Results: Overall 406 patients evaluated with initial diagnosis of PUL were included. All patients initially presented to the emergency room and due to clinical pictures with inconclusive findings on the ultrasound were followed till final diagnosis was made or till resolution of the pregnancy. Due to lack of follow-up, 165 patients (40.6%) were excluded from the study. The remaining 241 patients were analysed. Age 29.2±6.3, BMI 29.6±6.3. Within our study population, 35% had a history of pelvic surgery, 22% had history of STI and/or PID, 10% had prior ectopic pregnancy (EP) (or treatment with methotrexate for suspected EP). The majority of the patients presented with pain/bleeding. Most (88%) had some kind of adnexal mass -either simple cyst or corpus luteum. A significant proportion of patients (40.2%) had some amount of free fluid (of them only 7% more than mild). The final outcomes were EP -5.3% (n=13), miscarriage -4.1% (n=10), ongoing intrauterine pregnancy -38.2% (n=92), spontaneously resolved PUL -47.3% (n=114), treated persistent PUL -5.0% (n=12).
Conclusions:
The majority of patients presenting with PUL eventually end up with either intrauterine pregnancy or spontaneously resolve. A significant proportion (40.6%) of patients in urban population are non-compliant with follow-up for PUL. Only 5.3% are eventually diagnosed with an EP. Developing a strategy of identifying those patients requiring intervention, will help with adequate resource allocation.
